developed. Spontaneous resolution occurred in 7 of Satmman's (1976) 122 cases of poikiloderma attophicans vasculare. It is clear from our pitient's history, however, that his eruption was worsening steadily until the onset of his systemic illness when it began to improve. In none of the other reported cases with both Hodgkin's disease and mycosis fungoides did any resolution of the mycosis fungoides occur. Functional T-cell defects are well documented in Hodgkin's disease and perhaps could account for this apparent regression of our patient's mycosis fungoides.
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The first recorded case of thorotrast granuloma of the neck in this country is described, together with the problems of diagnosis and management. Since thorotrast is not excreted from the body, follow up has to be life-long.
Case report
A previously fit 61-year-old man presented to the Royal National Throat, Nose and Ear Hospital in November 1982. He gave a one-month history of increasing pain over the right side of the neck, increasing trismus, general malaise and pyrexia. Clinical examination revealed a hard, walnutsized mass below the angle of the right mandible. The carotid pulse was reduced on the right as compared to the left. Cranial nerve examination revealed a mild paresis of the right marginal mandibular branch of the facial nerve.
Investigation into the past history revealed that he had undergone right percutaneous carotid angiography in 1942 for a 'transient hemiparesis' and that extravasation had occurred. The patient was admitted and investigated. Lateral neck Xray ( Figure 1 ) showed extensive calcified-like masses in the anterior triangle and along the course of the carotid sheath, suggestive of extravasation of a radio-opaque contrast medium. Plain abdominal X-ray ( Figure 2 ) showed similar deposits in the liver and spleen. An axial CT was performed, but was of no extra help in elucidating the nature of the deposits. Blood indices were unremarkable apart from the ESR which was over 100 mm in 1 hour. The patient was examined under anaesthesia to allow for internal and pharyngolaryngeal examination, and two carious lower right molar teeth were noted. Open biopsy of the external neck mass showed it to be hard and friable, with surrounding fibrosis obscuring the normal anatomy of the neck. It was continuous and adherent to the carotid artery, and biopsy was ..wh .. obtained with difficulty. Tissue sent for histology showed features consistent with a thorotrast granuloma ( Figure 3 ). A piece of biopsy material placed on a photographic film demonstrated radioactivity, following which microautoradiographs were performed which demonstrated alpha particle emissions, thus confirming the use of thorotrast as the contrast medium. Postoperatively the patient received antibiotics with considerable symptomatic improvement, further helped by the extraction of the carious teeth. This was accompanied by a fall in the ESR. Complications consisted of poor healing of the biopsy site, and slow resolution of the trismus. In view of the absence of any further complications as a result of the thorotrast deposits, coupled with the patient's unwillingness to undergo further more radical surgery, it was decided to keep him under close review, especially as it would be nearly impossible to remove all the thorotrast from the neck. Follow up in excess of one year has justified this approach.
Discussion
Thorotrast, a 25% colloidal thorium dioxide suspension, was introduced into general clinical use as a radiographic contrast medium in 1929, Thorotrast is radioactive, emitting primarily alpha particles. Despite this, it remainod in widespread use until the late 1940s. Although thle number of patients who received thorotrast was vast, there have been few reported cases of complications. The case described is, to the best of the authors' knowledge, the first reported case in the UK of complications following accidental extravasation of thorotrast in the neck, consisting of a dense granulomatous reaction and known as a thorotrastoma (Batsakis 1979 , Winter & Duvall 1967 .
Thorotrast has as its main active constituent thorium dioxide, the radioactivity of which has a physical half-life of 1.39 x 1010 years and a biological half-life of 400 years (Lung et al. 1978) . It is taken up by the cells of the reticuloendothelial system following administration, and no significant excretion occurs. Because of this, organs such as the liver and spleen retain a high level of radioactivity for life, and tumour induction has been described (Baserga et ql. 1960) . Another complication of thorotrast administration follows its instillation into hollow body cavities, such as the maxillary sinus, again leading to tumour formation (Schmitz et al. 1970) .
A third different type of reaction occurs following extravasation of thorotrast in the neckthe so-called thorotrastoma, whic'h would appear to be mainly an intense foreign body reaction. No convincing evidence of malignant transformation arising from a thorotrastoma of the neck has been described in the English literature. All the above adverse effects are late in occurring, commonly after 15-20 years. The case described, however, appears to have the longest latent period (40 years) yet recorded, possibly being precipitated secondarily to a dental infection.
The management of thorotrastoma of the neck is controversial. Cranial nerves, usually the lower four, and in particular the vagus can be affected, together with the cervical sympathetic. In addition, the carotid artery is involved with the extravasated thorotrast and can become obliterated by fibrosis. Pharyngeal and oesophageal ulceration, and fistula formation, have also been recorded (Levowitz et al. 1963 , Winter & Duvall. 1967 , Miglets et al. 1978 .
Because of this, some authorities recommend radical surgery to remove thorotrast from the neck, in order to prevent complications or to stop them progressing, and to spare the tissues from further exposure to radiation (Winter & Duvall 1967 , Muzaffar & Nichols 1975 , Chalat & Zane 1966 .
Against this argument, there is the considerable problem of operating on a neck where normal anatomy has been obliterated by fibrosis, and where the blood supply to the carotid arterial wall may be compromised; several cases of carotid 'blow-out' following radical excision have been described. Because of this, it is nearly impossible to eradicate all thorotrast from the neck. Furthermore, as Novik (1960) has pointed out, penetration of alpha particles in tissue is less than 1 mm,-and since the thorotrastoma comprises largely avascular connective tissue, the incidence of radiation damage is probably extremely small (von Leden 1970 , Miglets et al. 1978 , Brady et al. 1960 ). In addition, whatever management is pursued in the neck, thorotrast deposits will remain in the liver and spleen, where the carcinogenic potential is greatest. Therefore a conservative policy and careful follow up are advised.
Retinopathy after irradiation and hyperbaric oxygen' M R Stanford MB D02 Sutton Hospital, Sutton, Surrey A case is reported of retinopathy following irradiation to a paraocular tumour where hyperbaric oxygen was used in the treatment schedule. An unexpectedly severe vaso-occlusive response occurred for the dose of irradiation given and it is suggested that this may have been due to the synergistic action of hyperbaric oxygen.
Case report
The patient was a 59-year-old Caucasian womap. She originally presented in 1969 with left-sided visual failure and anosmia, and was found to have a large subfrontal meningioma which wts resected. Postoperatively she recovered well and, apart from slight left disc pallor, vision returned to 6/5 in both eyes with full visual fields.
She presented again in 1974 with blurring of vision in both eyes, which was worse on the right. At that time best visual acuities were RVA 6/36, LVA 6/18. She had some temporal field loss on the right. There was a 6 mm right axial proptosis but eye movements were unrestricted. The right optic disc showed some swelling and there was segmental optic atrophy of the left optic disc. A skull X-ray showed typical meningiomatous hyperostosis involving the body of the sphenoid, the medial wall of the right middle cranial fossa and the posterior walls of both orbits. An exploratory craniotomy revealed an extensive soft tissue mass and biopsy showed a recurrent meningioma. Postoperatively visual acuities were measured as RVA counting fingers, LVA 6/36 and she had developed a right afferent pupillary defect. She was referred for radiotherapy, receiving 3600 rad of cobalt teletherapy via temporal fields while breathing oxygen at three atmospheres. The radiation was delivered in six fractions over eighteen days. She was subsequently followed by the radiotherapy department and was discharged in 1978, at which time she was registered as partially sighted. 
